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A recertification survey was conducted by federal 

consulting surveyors on 8/16/04 - 8/18/04. 

Census on the first day of the survey was 62. A 

patient sample of 9 active patients was selected.

B 152 482.62(f) SOCIAL SERVICES

There must be a director of social services who 

monitors and evaluates the quality and 

appropriateness of social services furnished.

This STANDARD  is not met as evidenced by:

B 152

Based on Interviews with staff  and observations  

it was determined that there is no designated 

Director of Social  Services who has overall 

responsibility for evaluating the quality and 

appropriateness  of social services furnished in 

the facility. With no defined consultative 

relationship present between the Social Work and 

Counseling Services for the explicit purpose of  

collaboration/continuity of care there is potential 

for major gaps in social services provision in 

these areas. 

  Specific findings are as follows:

I: In an interview with the  " Director of Social 

Services "  conducted at 2:15 PM on 8/17/04 it 

was stated that his social work supervisory 

responsibilities were confined to oversight of the 

10 bed (4 actively used beds) detoxification/crisis 

management unit. His duties do not include 

supervision of social work services, including 

aftercare, discharge planning, and 

case-management functions on the two 

rehabilitation services units which account for 70 

of the Facility's 80 authorized beds. There is a 

separate  " counseling "  service on the  

rehabilitation units which provides the case 
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management/aftercare planning functions for the 

patients there. This service is not under social 

work supervision. 

II. During an interview with a member of 

counseling services staff  on the men's unit of 

rehabilitation services on the afternoon of 

8/17/04, he stated,  " We do  not work on 

weekends. Intake and  family contact information 

is obtained by the 'people up front' who are on call 

for admissions " .  He  indicated that social work 

staff obtained this information.

III. A  follow-up interview with the Program 

Director for clinical services in the facility was 

conducted at approximately 2:45 PM on 8/17/04. 

The Program Director stated that there is no 

direct supervisory or consultative relationship 

between the social work service and the 

counseling service for assurance of continuity and 

quality of social work services  provided. She also 

stated that there was no formal mechanism to 

assure that assessment and/or interventions by 

the responsible social work staff was/were 

incorporated into the treatment planning and 

discharge planning processes for the patients.

 The Program Improvement Coordinator 

confirmed this information

IV: Observations of two treatment team meetings 

(on the male rehabilitation unit on the afternoon of  

8/16/04 from 2:00 to 3:45 PM and on the female 

rehabilitation unit on the afternoon  of 8/17/04) 

revealed that social work staff were not present 

but that case management functions and 

discharge planning  were primarily the functions 

of the counseling staff.
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